Tumor necrosis factor receptor type 1 (TNFR1) is associated with kidney disease and mortality risk in various populations [1, 2] . We evaluated associations of TNFR1 with mortality and mediators of this relationship in doi: 10.1016/j.atherosclerosis.2017.05.021. Whether or not these associations are influenced by age, gender, or baseline kidney function are not known. We evaluated associations of TNFR1 levels with measures of kidney function stratifying by these variables. Our outcomes included estimated glomerular filtration rate (eGFR) o 60 ml/min/1.73 m 2 , albumin to creatinine ratio (ACR) 430 mg/g, and rapid kidney function loss, defined as a change in eGFR of greater than 3% per year.
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Value of the data
Tumor necrosis factor receptors 1 (TNFR1) [1, 2] and 2 (TNFR2) are cell membrane-bound receptors involved in apoptosis, inflammation, and immune host defense [3] .
The soluble TNF receptors are present in the sera of healthy individuals, and elevated levels occur in a variety of pathologic states including sepsis and autoimmune disorders [4] .
Associations between TNFR1 and kidney function outcomes are uniformly strong [2, 5, 6 ].
Data
Our data include three tables describing incident rate ratios for associations of quartiles of TNFR1 with three outcomes: eGFR o 60 ml/min/1.73 m 2 (Table 1) , ACR 4 30 mg/g (Table 2 ), and rapid kidney function loss by subgroups (age, gender, and baseline kidney function assessed by eGFR and ACR) ( Table 3 ). Multivariable models were conducted adjusting for demographics (Model 1); comorbid conditions (Model 2), and either baseline ACR for the outcomes of eGFR o 60 and rapid kidney function loss or baseline eGFR for the outcome of ACR 4 30 mg/g (Model 3). Table 4 provides the p-values for interaction for these associations by age, gender, and eGFR or ACR at baseline.
Experimental design, materials and methods
The Heart and Soul Study was a prospective cohort study designed to investigate the effects of psychosocial factors on health outcomes in patients with stable ischemic heart disease (IHD) [7] . Participants were eligible if they had a history of myocardial infarction; angiographic evidence of Z50% stenosis in Z1 coronary vessels; evidence of exercise-induced ischemia by treadmill ECG or stress nuclear perfusion imaging; or a history of coronary revascularization. Participants were excluded if they were unable to walk one block, had an acute coronary syndrome within the previous six months, or were likely to move out of the area within three years. 1024 subjects were recruited from 12 outpatient clinics in the San Francisco Bay Area between 9/2000 and 12/2002. Participants were divided into quartiles of TNFR1 levels. TNFR1 levels were normally distributed in the population studied. We evaluated cross-sectional associations with baseline kidney function and with longitudinal rapid kidney function loss using Poisson regression. We compared rates of the outcomes of MI, HF, and mortality between quartile 4 versus quartile 1 using multivariable Poisson regression models. For all regression models, adjustment variables included demographic characteristics (age, sex, race); lifestyle characteristics (smoking, BMI); and comorbid conditions (history of hypertension, diabetes, MI, HF, ACEI/ARB use, beta-blocker use, HDL, triglycerides, hemoglobin A1c, LVEF, METs). Covariates were selected based on evaluation of known confounders of atherosclerosis and kidney disease. In analyses of rapid kidney function loss, we adjusted for the baseline value and additionally adjusted for ACR in the final model. We then performed subgroup analyses by gender, age, and baseline kidney function. 
Ethical approval
Institutional Review Boards at each site approved this study protocol. All participants provided written informed consent. 
